Microscopy: The muscle layers showed some atrophy. There -were pigmented macrophages in the submuQosa suggestive of prolonged use of anthracene drugs. The mucosa showed acute necyosis in the gangrenous areas. In the normal parts the lamina propria was congested with erythrocytes. No vascular lesions could be seen in the mucosa or submucosa to account for these changes. The bowel at the ends of the specimen was mildly affected, i.e. the terminal ileum and the rectosigmoid. A rectal biopsy taken thirteen days later showed congestion of the lamina propria with erythrocytes. Comment This is a case of acute necrosis of the colonic mucosa of unknown wtiology. Three similar cases have occurred at the London Hospital in the last ten years; two of them showed changes in the small vessels of the colon, and one also had rheumatoid arthritis.
Despite the negative cultures an infective cause must be considered. Killingback & Williams (1961) reported six cases which were almost identical clinically; they ascribed the condition to the invasion of the mucosa by clostridial organisms and found Gram-positive bacilli in the mucosa. Our sections stained by this method showed Gram-positive rod-shaped organisms, but their significance is doubtful. It is thought unlikely that an organism of such virulence as to cause acute necrosis of the mucosa in some parts would also cause lesions such as those seen in the terminal ileum and rectum. Subsequent sigmoidoscopy has revealed changing appearances. At first the rectum returned to normal; then an attack of diarrheea occurred and the mucosa of the rectum appeared to be inflamed; it is now normal again. If the gangrenous changes were due to a virulent organism, the ileum and rectum, also affected by the process, healed readily nevertheless. The following cases and specimens were also shown: During the last few years concepts about the etiology of diverticulitis have changed. Various workers have studied the anatomy, physiology, histology and function of the colonic muscle, especially in the region of the rectosigmoid junction. It is here that there seems to be a kind of physiological sphincter which opens to allow the faces to be passed into the rectum ready for evacuation. It is in the lower half of the sigmoid colon also that diverticula are most commonly found, although diverticula can occur anywhere in the colon. I have been interested in diverticulitis for some years from the surgeon's point of view. Diverticulitis is frequently met with in the West country in all degrees of severity ranging from mild colon spasm and discomfort, only diagnosable by barium enema, to acute diverticulitis with abscess formation and intestinal obstruction necessitating emergency operation. The treatment of the latter condition is laparotomy, drainage and proximal colostomy. After the inflammation has died down the problem is whether to close the colostomy and hope for the best, to leave the colostomy indefinitely or to resect the affected piece of colon and then close the colostomy. The course adopted varies with the surgeon, the patient and the condition of the sigmoid colon as demonstrated by a barium enema. If conditions are favourable the most satisfactory result is obtained by resection of the affected colon, anastomosis and finally closure of the colostomy. At a routine inspection of resected colon two or three years ago I realized that (once the pericolic inflammation had settled down) there did not seem to be anything serious the matter with the colon except thickening of the muscle coat and corrugation of the mucous membrane. There was no macroscopic evidence of ulceration or inflammation nor did the thickening of the muscle layer seem to be due to fibrosis. It was sufficient to cause a long apparent stricture fairly well demarcated at each end, though I believe that it should be called an area of narrowing due to spasm or muscle hypertrophy or both. It occurred to me that it was a pity to subject a patient to resection of relatively healthy bowel, especially as the anastomosis is difficult due to the shortening of the mesentery, which is often the only visible result of past inflammation. Such anastomosis may also break down, leaving a ftecal fistula. I wondered whether some operation less drastic and hazardous than resection upon the colon were possible and thought that a myotomy, somewhat similar to a Rammstedt's operation for hypertrophic pyloric stenosis, might give satisfactory results.
The risks were obvious. Such an experimental operation should not be lightly undertaken in a potentially infected area with a relatively poor blood supply. I therefore waited until a suitable patient should present. This did not occur until June 1962 when a woman of 82 was admitted having had a colostomy for diverticulitis twenty years before. The colostomy was unsatisfactory: it had formed a large hernia and was subject to frequent attacks of obstruction and frcal impaction, leading to the present admission. She told me that her life was a misery and that any operation would be welcome. We carried out a sigmoid myotomy, hoping later to close her colostomy and repair her hernia. The myotomy was quick and easy; a longitudinal incision was made along the ante-mesenteric twnia with a scalpel for a distance of about 6 in. (15 cm) over the thickest part of the sigmoid; this was deepened carefully with scissors, cutting any remaining strands of circular fibre until the mucous membrane bulged throughout the length of the incision. There was hardly any bleeding nor was any cautery or ligation necessary. Twenty-four hours later the patient unfortunately developed a coronary thrombosis and died. No post-mortem was performed.
My second case was another woman of 80 having a history of some months of pain in the left iliac fossa with intermittent windy distension, on the verge of obstruction. She refused a colostomy. Again, myotomy was carried out with relative ease and, I hoped, success, but the patient died on the tenth day from a pulmonary embolus. She had passed a normal motion. No deaths occurred in 6 more cases treated by myotomy. Four operations have been for severe diverticulitis not necessitating colostomy; these have had a simple myotomy, with satisfactory results and no complications. Two were admitted with a pelvic mass and obstructive symptoms, one of whom had a frcal fistula resulting from a simple laparotomy and drainage a year previously. The first was submitted to a three-stage operation: proximal colostomy, myotomy six weeks later, then closure of the colostomy a fortnight afterwards. The progress was uneventful and the result satisfactory. The second, with the fical fistula, has had her colostomy and myotomy, with closure of the fistula, and is awaiting the closure of the colostomy.
Pre-and post-operative barium enemata have demonstrated the return of almost normal outline to the affected lengths of sigmoid colon after myotomy.
[A fuller version of this paper will appear in Diseases of the Colon and Rectum.] Observations on Villous Papillomata [Abridged] by Patrick Sames MS FRCS (Royal United Hospital, Bath) Although villous papillomata seldom present difficulty in diagnosis, their treatment calls for judgment. This paper is based on a personal series of 16 cases dealt with since 1954. This figure shows that they are relatively infrequent for, over the same period, nearly three times as many adenomatous polyps have been dealt with. In a small series there is little value in a statistical analysis, but all the patients were over 50, the majority in the 6th or 7th decade, and women were slightly predominant.
S.ymptomatology
It is said that villous papillomata 'weep and do not bleed', in contrast to adenomatous polyps which 'bleed and do not weep'. Nevertheless villous papillomata often do bleed for this symptom was found in 7 cases. The blood is often mixed with mucus but in 3 patients no complaint was made of mucus, bleeding presenting as the only symptom' Those growths which are sufficiently low to prolapse through the anal sphincter bleed, and it would seem that trauma and prolapse are the exciting factors. The bleeding occurs with straining, unlike that from hemorrhoids which occurs at the end of defecation. Excessive mucus is so typical that a diagnosis can often be made from the history, but the alternative diagnoses should be kept in mind, such as: (1) Mucoid carcinoma;
(2) lymphosarcoma; (3) pneumatosis cystoides. In the last the mucus may be excessively frothy.
It has been recognized that much mucus is associated with an excessive potassium loss and consequent hypokalbmia but, despite looking for this, I have never found it, although one patient did present with hypokalemia which was not
